


UNIVERS| i ¥ 
OF MICHIGAN Sec. 34.66 P. L. & R. 
U. 8. POSTAGE 


MAY 27 1953 PAID 
El Paso, Texas 


Me OARY Permit No. 989 








MEDICINE 


OFFICIAL JOURNAL OF THE SOUTHWESTERN MEDICAL ASSOCIATION AND EL PASO COUNTY MEDICAL SOCIETY 








CONTENTS 


Early Diagnosis in Carcinoma of The Lung 
(An Editorial) 


The House of Delegates at Cleveland 
By Robert B. Homan, Jr., M.D., El Paso 


Dr. Frank Schuster to Head El Paso County 
Medical Society 
Carcinoma of The Lung 
By O. C. Brantigan, M.D., Baltimore 


Carcinoma of The Lung 
By Joseph W. Gale, M. D., University of Wisconsin 


The Role of The Laboratory in The Diagnosis of 


Early Bronchogenic Carcinoma 
J anuary, 19 51 “4 M. S. Mert M. D., El Paso 


New Blood Bank in El Paso 
Disaster Preparedness for Atomic Warfare 





REMEMBER THIS TERM? 


\ VO1 é 
Undoubtedly you CZ 


if you had practiced in 1876, 
when tintypes, buffalo robes, and elaborate Mixtures 
of prescription ingredients were in vogue—and Eli Lilly and Company 
had just begun. Since then, the request to compound 
a prescription accuratissime, meaning most carefully, 
has become unnecessary. Today, progress has made pharmaceutical 
accuracy certain. So you don’t whip out 


a quill pen and write accuratis.—when you specify Lilly, 


‘Ciao 
ne 


Gitty ELI LILLY AND COMPANY « INDIANAPOLIS 6, INDIANA, U.S.A. 











THIS PRINTING: 2,400 COPIES 





Page 2 SOUTHWESTERN MEDICINE JANUARY, 195] 


A New and Better Triple Sulfonamide Suspension 
that provides higher, sustained blood levels 


A comparison of blood sulfonamide levels on equal doses of SULFOSE 
and a control preparation having the same sulfonamide composition. 





SULFOSE contains sulfadiazine, sulfamerazine and sulfamethazine 
suspended in a unique, flavored vehicle containing a special alu- 
mina gel. 











e Unusually palatable 


e Stabilized suspension—won’t separate 
e Easy to measure—pours freely 


Each teaspoonful (5 cc.) contains 0.5 Gm. total 
sulfonamides—O.167 Gm. each of sulfadiazine, 
sulfamerazine and sulfamethazine. 


SUPPLIED in bottles of | pint. 


® 
SULFOSE 


TRIPLE SULFONAMIDE SUSPENSION 


- nh a te eho eh es a thee @& as & 





Wize, the Wyeth Incorporated, Philadelphia, Pa. 











® 


WHEN WRITING ADVERTISERS PLEASE MENTION SOUTHWESTERN MEDICINE 





SF -2¢S3 
¥3aey 
N30 = =? le 


ANUARY, 195] 


SOUTHWESTERN MEDICINE Page 9 


EARLY DIAGNOSIS IN CARCINOMA OF THE LUNG 


Each year brings a shift in the population. The 
uthwest always receives in this shift a goodly num- 
r of individuals with some type of pulmonary di- 
ise. A very definite percentage of these people are 
lerly and come to the Southwest with pulmonary 
sease in the hope that they will be directly benefited 
a change in climate. It behooves physicians in this 
‘a constantly to be alert regarding the possibility of 
Imonary neoplastic disease. By necessity because of 

influx of the aforementioned type of case, our 
rcentage of pulmonary neoplasm well may be 
zher than in other parts of the country. We must 
member that not everything that wheezes is asthma. 
lis is especially true in the elderly male, when we 
nsider that carcinoma of the lung is more prevalent 
the male, and occurs particularly in the fifth decade. 
hile it occurs in younger patients, it is essentially 
lesion of the elderly. 


SCIENTIFIC PAPERS 


In this particular issue of SOUTHWESTERN 
EDICINE there are being presented two scientific 
ipers on carcinoma of the lung. Both papers were 
esented to the physicians of the Southwest with the 
icere hope that an early diagnosis could be made. 
Gale states definitely that on the average eight 
mnths elapse before these patients reach the surgeon. 
‘calizing full well that early surgical intervention 
fers the only hope in these individuals, we must 
end our backs and put forth our best efforts to bring 
hese patients to the pulmonary surgeon as early as 
possible. In all probability there are none of us 
who have not been guilty of temporizing with lung 
disease. And, as a result of this particular type of 
procrastination, most of us have seen bronchial carci- 
noma progress under our very eyes. It must be real- 
ized that often this could not be really called procras- 
tination. The economic status of the patient at times 
severely impedes the possibility of a proper diagnostic 
work-up; but various agencies, such as our local 
Cancer Clinic, may well afford this particular type of 
work-up, and if the patient cannot afford it, then an 
admission to this particular type of facility is indicated. 


OSLER SPEAKS 


Many years ago, Sir William Osler, in speaking 
of pulmonary tuberculosis, said in substance that half 
of the diagnosis of pulmonary tuberculosis is to be on 
the look-out for it. This same can be readily applied 
to bronchial carcinoma. Persistent cough at any age 
should call for proper investigation. Carcinoma of the 
lung occurs five times as often in the male as in the 
female, and the majority of cases occur after the age 
of forty. Therefore, it would seem that a patient with 
a persistent, undiagnosed cough, after the age of forty, 
especially a male, should be considered as suffering 
from neoplastic disease of the lung until this possi- 
bility has been definitely ruled out. All of us have 
been guilty of depending too much on an AP view on 
an x-ray film. It is a simple matter to have a lateral 
view, but how often this is neglected; and this neglect 
me mean the difference between early diagnosis and 
late diagnosis. There are those who hesitate to have 
bronchoscopic study, sometimes for economic reasons, 
and sometimes because the examination is distasteful 
to the patient. It is far better to have an unnecessary 
bronchoscopic examination which does not endanger 
the patient’s life, than to risk the liability of a suspi- 
cious chain of symptoms referring to the lung. The 
same may be said for exploratory thoracotomy. In 
the past decade, improvement in technique and anes- 
thesia has rendered thoracotomy a relatively safe pro- 
cedure, and, indeed, many authorities on the subject 
agree with Robert Coope in England, who states, 


“Exploratory thoracotomy is not more serious, proba- 
bly less so, than exploratory laparatomy.” This we 
must give due consideration. When we consider that 
primary carcinoma of the lung is only exceeded in 
frequency by carcinoma of the gastrointestinal tract, 
skin, and prostate, it behooves us to be constantly on 
the alert for this type of lesion. 


ANNUAL MEETING 


At the Annual Meeting of the Southwestern Medi- 
cal Association, both in 1949 and 1950, consideration 
of bronchial carcinoma was given. SOUTHWEST- 
ERN MEDICINE is publishing both scientific papers. 
It is the hope that by continuously bringing to the 
practitioner of medicine the possibility of this particu- 
lar lung lesion, that these patients will reach the sur- 
geon at an earlier date, and that we will be able to 
have at least double the number alive five years fol- 
lowing the surgical procedure. We must become car- 
cinoma-conscious. This consciousness, because of the 
particular type of individual we have in the Southwest, 
must be more acute than in other locations in our 
country. 


SOUTHWESTERN 
NEW MEXICO MEDICAL 
AUXILIARY FORMED 


Plans for development of the recently-organized 
Southwestern New Mexico Medical Auxiliary are 
being made under the leadership of Mrs. Leland S. 
Evans, Las Cruces, president of the new organization. 

The auxiliary was formed recently at a meeting 
in Deming, N. M. Other officers are Mrs. L. J. 
Whitaker of Deming, vice-president; Mrs. Sidney 
Baker of Silver City, recording secretary; and Mrs. 
Gerald Slusser, Silver City, treasurer. 

Mrs. Carl Mulky, Albuquerque, president of the 
New Mexico Medical Society Auxiliary, was present 
in Deming to assist with the organization. 

Mrs. L. A. McRae of Albuquerque spoke at the 
organizational meeting on the fight against compul- 
sory health insurance. 





Wilm’s Tumors in Adults 


Wilm’s tumors seldom occur in adults. When they 
appear, they are usually malignant and invasive. These 
lesions are most often located intrarenally. Diagnosis 
is difficult prior to operation or autopsy. However, 
roentgenographical examinations are fairly depend- 
able diagnostic aids. Prognosis is more favorable in 
adults with Wilm’s tumor than in children. 


Hellsten, H.: A Case of Wilm’s Tumor in an Adult Acta 
chir. Scandinav. 99:259 (Dec.) 1949. 





Carcinoma of the Testicle with 


Metastasis to the Bone 


Bone metastasis in cancer of the testis is an un- 
usual manifestation. However, if bone pain occurs in 
patients with testicular cancer, radical roentgen treat- 
ment should be given regardless of whether metas- 
tasis can be demonstrated. Roentgen irradiation not 
only relieves pain from these lesions, but if given in 
sufficient dosage, it will sterilize the metastatic foci. 

Lafferty, J., 
with Metastasis to Bone, Am. J. Roentgenol. 


and Pendergrass, E.: Carcinoma of the Testicle 
63:95 (Jan.) 1950. 
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De Rebus Medicis Ct Politicis 


BY ROBERT B. HOMAN, JR., M. D., EL PASO, TEXAS 
MEMBER OF THE HOUSE OF DELEGATES OF THE AMERICAN MEDICAL ASSOCIATION 





THE HOUSE OF DELEGATES AT CLEVELAND 


Certain actions taken by the A. M. A. House of 
Delegates at the Cleveland Clinical Session should be 
of interest to the profession. Some of these actions 
have far-reaching implications and represent the atti- 
tude of the profession on controversial health prob- 
lems confronting the nation. 


The Delegates once again re-affirmed the A. M. A.’s 
favorable position toward the necessity of adequate 
public health services throughout the nation. Ameri- 
can Medicine has always favored public health ser- 
vices. Recently the profession has been accused of 
opposing these necessary services, because of its op- 
position to H. R. 5865. This bill would appropriate 
Federal funds to be matched by State and local funds 
to establish Public Health Units throughout the 
country. The A. M. A. opposes the bill in its present 
form because actual control of these units is placed 
in the hands of the Surgeon General (U. S. P. H. S.) 
in Washington, and because it provided for “detec- 
tion and diagnosis of chronic diseases”. This latter 
provision would, of course, put these units into the 
practice of medicine. 


HOUSE RECOMMENDATION 


Regarding the matter of these public health units 
the House passed the following recommendation of its 
Reference Committee on Legislation and Public Re- 
lations — “In the opinion of our committee, it is the 
desire of the House of Delegates to re-affirm its long- 
established approval of the extension of public health 
activities for the protection of the people and, if neces- 
sary, to accept Federal aid for this purpose. In ex- 
pressing this opinion, we wish to re-emphasize that 
the services of the departments of public health should 
be limited to: 1. Vital statistics. 2. Public health edu- 
cation. 3. Environmental sanitation. 4. Public health 
laboratories. 5. Prevention and control of communi- 
cable diseases. 6. Hygiene of maternity, infancy and 
childhood, if private facilities are uné available. It is 
the further opinion of your committee that it is the 
wish of this House to delete from any Federal legisla- 
tion that may be directed toward this problem, all 
chance or possibility of federal domination of local 
programs, and to leave the direction and administration 
of such programs to local authorities”. 


For many years American medicine has asked for 
a federal department of health with a secretary of 
cabinet rank. This objective is apparently unattain- 
able at the present time, even though it is obvious 
that health activities are spread throughout many 
departments and agencies of the government. In order 
to remedy this situation the House recommended “the 
passage into law of a bill providing for the co-ordina- 
tion and integration of all federal health activities 
under an independent agency with executive status 
except the medical services of the armed forces and 
of the Veteran’s Administration”. Such a law would 
thus establish an independent federal health agency 
in the executive branch of government. It would 
relieve Mr. Ewing of all his health activities. 


A. M. A. ATTACKED 


Federal aid to medical education has been opposed 
by the A. M. A. and the organization has been sub- 
jected to rather vicious attack for this stand. An 
article in Colliers (December 16) is an example of 
this attack. To be consistent, American medicine 
must oppose any measure that poses federal domina- 
tion of any phase of private practice, and it is felt 
that this “fringe” bill poses such a threat. Privately 
endowed colleges, medical and others, are in serious 
financial straits because of markedly increased cost of 
operation and relatively low income from endowments 
due to low interest rates and due to high taxation 
which inhibits increased endowments of all types. 

American medicine believes that all sources of 
private endowments for medical education must be 
utilized before federal aid with its control is called 
upon. With this in mind, the Board of Trustees, with 
the endorsement of the House of Delegates, announced 
a gift of one-half million dollars to the medical schools 
of the nation — with no strings attached. At the same 
time, the Association called upon industry, labor, 
organizations, doctors, and individuals to contribute 
to this fund annually in order to meet the pressing 
financial problem of the medical schools and to pre- 
serve their individual freedom. 


“KEEPING FAITH” 


In announcing this gift from the National Educa 
tion Camnaign Fund of the A. M. A., Dr. I ovis H 
Bauer, Chairman of the Board of Trustees, said, in 
nart, “The Board of Trustees feels that it is keeping 
faith with the American people, who have given medi 
cine such a splendid vote of confidence, when it con 
tributes this amount to the medical schools of the 
nation. There is a growing public awareness that Fed 
eral subsidy has come to be a burden, not a bounty 
for it is bringing intolerable increases in taxation, an 
is dangerously increasing Federal controls over ou 
institutions and the lives of our people.” 





PLASTER BANDAGES 
Sterilization Of Plaster Bandages With 
Ethylene Oxide 
Wilson, A. T., J.A.M.A. 142:1067, 1950 


Plaster of Paris bandages placed in a suitable r- 
ceptacle can be satisfactorily sterilized by means «{ 
ethylene oxide. The author currently uses a con- 
mercial pressure cooker, all openings of which ar: 
sealed, except one, which is fitted with a metal sto; 
cock. The cooker, containing bandages from whic 
paper wrappings have been removed, is chilled for ot 
hour and 10 cc. chilled ethylene oxide introduced. 
openings are closed and the container placed in a 
incubator overnight at 37 C. When opening the cook- 
er it should be remembered that ethylene oxide i 
sufficient concentration is toxic and explosive. Prov:- 
sion should be made to prevent local accumulation « 
the gas in the air. 
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DR. FRANK SCHUSTER TO HEAD EL PASO 
COUNTY MEDICAL SOCIETY 


Dr. Frank P. Schuster, member of a pioneer El 
Paso medical family, has been elected president of the 
El Paso County Medical Society for 1950-51. 

Dr. Schuster will replace Dr. Ralph H. Homan, 
president for 1949-50. Other officers for 1950-51 are 
Dr. Leigh E. Wilcox, president-elect; Dr. Branch 
Craige, vice-president; 
and Dr. Howard J. H. 

Marshall, secretary- 
treasurer. 

Other retiring officers 
of the Society for 1949- 

50 are Dr. Henry D. 
Garrett, vice-president; 
ind Dr. Joe R. Floyd, 
secretary-treasurer. 

A native of El] Paso, 
Dr. Schuster has been 
practicing medicine in 
El Paso since 1921. His 
father, the late Dr. 
Michael P. Schuster, 
founded Providence 
Memorial Hospital in 
1902. His brother, Dr. 
Stephen A. Schuster, is a 
past president of El Paso 
County Medical Society. 
The Drs. Schuster are 
in partnership with Dr. 
Newton F. Walker. 


BORN IN EL PASO 


The newly-elected 
president -was born in 
El Paso on Jan. 4, 1895. 
He was educated in El 
Paso grammer schools, was graduated from Western 
Military Academy at Upper Alton, IIl., and received 
his Bachelor of Science degree from the University of 
Chicago. In 1918 he was graduated from Rush Medi- 
a He served in the Army Medical Corps 
in e 

Dr. Schuster took his interneship in the Presby- 
terian Hospital and Cook County Hospital in Chicago. 
He completed his residency in eye, ear, nose and 
throat work in Cook County Hospital in 1921. 

Dr. Schuster was certified by the National Board 


Dr. Frank P. Schuster 


of Medical Examiners in 1920 and selected as a Fel- 

low in the American College of Surgeons in 1925. 

Also in 1925, he was elected to the American Academy 

of Opthalmology and Otolaryngology. In 1926 he 

took post-graduate work at the University of Vienna 

and was certified as a diplomate by the American 
Board of Otolaryngolo- 
gy. In 1927 and 1928 he 
served as a medical ex- 
aminer for the Aero- 
nautics Branch of the 
Department of Com- 
merce. He became a 
member of the Ameri- 
can Laryngolical, Rhi- 
nological and Otologi- 
cal Society in 1935, In 
World War II he was 
on the medical advisory 
board for Selective Ser- 
vice in Texas. 


CHIEF OF STAFF 

Dr. Schuster served a 
three-year-term with the 
local medical society’s 
board of censors from 
1946 to 1949. In 1949 he 
was chief of staff at 
Providence Memorial 
Hospital, a_ position 
which he has also filled 
at El Paso General 
Hospital. He is a mem- 
ber of the visiting staffs 
at Hotel Dieu and 
Southwestern General 
Hospital. 


Dr. Schuster is a member of Nu Sigma Nu, Alpha 
Omega Alpha, the Rotary Club and the Masons. He 
is an elder of the First Presbyterian Church. 

Dr. and Mrs. Schuster reside at 939 Rim Road. 


Their son, Frank, Jr., is a medical student at the 
University of Texas branch at Galveston. Their 
daughter, Jarratt, is a student at Stephens College at 
Columbia, Mo. Dr. Schuster has two sisters, Mrs. 
Regina Rabb and Mrs. Margaret Schuster Meyer, 
both of El Paso. 





Effects of Combined Injections of Deoxy- 
cortone Acetate and Agcorbic Acid 
on Rheumatoid Arthritis 


“The series comprises 9 patients (6 women and 3 
men) with both mild and severe rheumatic disease of 
the joints of two weeks’ to fifteen years’ standing... . 
The patients were treated with an intramuscular in- 
jection of 5 mg. Deoxycortone (desoxycorticosterone) 
acetate in 1 ml. of oleum arachis, immediately followed 
by an intravenous injection of 1 g. ascorbic acid (10 
ml. of 10% solution). Five minutes after the injec- 
tions the articular pain began to diminish and the 
articular mobility began to increase. Fifteen to thirty 
minutes later, the pain had practically disappeared 


and the mobility improved as much as the anatomical 
changes in the joints and muscular atrophy would 
allow. All the patients reacted in a similar way. In 
some cases the improvement was astounding. . .. The 
effect lasted from two to six hours, occasionally more 
than twenty-four hours. It seems as though it lasts 
longer with each further injection. In more acute 
cases one or two injections have been enough to 
banish the pain for two or three weeks (the present 
observation time).” — Lewin, E., and Wassén, E., 


Lancet 257:993, (Nov. 26) 1949. 


[Ed. Note: In subsequent issues of the Lancet (December 
10, 17, and 31, 1949, and February 4, 1950), several reports of 
immediate results similar to those of Lewin and Wassén are 
recorded, but the dramatic immediate results in rheumatoid 
arthritis were not obtained by three other groups. No claims of 
permanent benefit nor of harmful effects have yet been made. 
The duration of the response varies from a few hours to sever- 
al days.] 
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CARCINOMA OF THE LUNG 
By O. C. Brantigan, M. D., Baltimore, Maryland 


Cancer causes 150,000 deaths in the United States 
each year and it is estimated that 500,000 people have 
the disease at this time.2!_ It is believed that primary 
carcinoma of the lung is superseded in frequency only 
by malignancy of the gastrointestinal tract, skin, and 
prostate,'4 and that 5 to 10 per cent of all cancer 
deaths result from primary carcinoma of the lung. 
13, 15,19 Whether or not there is an increased inci- 
dence of carcinoma of the lung is challenged.4 Surely 
the condition is recognized more readily now than for- 
merly. In 1912 Adler? could find only 374 cases re- 
ported in the world literature. Overholt!? in 1949 re- 
ported upon 604 such patients seen in his practice. 
Improved methods of diagnosis and an alertness for 
the disease bring about the diagnosis much more fre- 
quently than ever before. 


There is no specific knowledge concerning the 
etiology of the disease. The lungs develop from a 
budding process from the primitive gastrointestinal 
tract.17 Therefore, tumors of the lung of epithelial 
origin are bronchogenic in origin. Pathologically two 
great groups are recognized, the differentiated and un- 
differentiated cell types. Of the differentiated tumors 
there are the squamous cell and adenocarcinoma types. 
It is impossible to determine any particular type be- 
tween the two extremes of differentiated and undif- 
ferentiated tumors. Rienhoff?° found squamous cell 
tumors in 65 per cent and adenocarcinomas in 35 per 
cent. Lindskog!? reported the squamous cell type in 
37 per cent, adenocarcinomas in 15 per cent, and the 
undifferentiated cell type in 47 per cent. The author 
found squamous cell tumors in 30 per cent, adeno- 
carcinomas in 10 per cent, and the undifferentiated 
cell type in 60 per cent. The more undifferentiated 
the cell the more malignant is the growth, which is 
the usual condition in malignant tumors located else- 
where in the body. : The undifferentiated neoplasm and 
the squamous cell type are more likely to occur in the 
central or hilic portion of the lung, whereas the adeno- 
carcinoma often occurs in the periphery of the lung. 
The undifferentiated tumor is the most invasive. 


NO SIGNS 


There are no characteristic signs and symptoms of 
carcinoma of the lung. The From the Department of 
Surgery, School of Medicine, University of Maryland 
symptoms produced by carcinoma of the lung are 
so variable that it is difficult to give a clear, concise 
symptomatology. One patient may have difficulty 
swallowing caused by pressure of the tumor on the 
esophagus before there is a single pulmonary symp- 
tom. Another patient may present symptoms arising 
from a metastatic tumor rather than from the primary 
tumor in the lung. In metastatic tumors of the brain 
slightly more than 50 per cent develop from primary 
tumors of the lung.? Therefore, there are those pa- 
tients with carcinoma of the lung who have no pulmo- 
nary symptoms. Of the group that shows pulmonary 
symptoms the most characteristic triad consists of 
chronic cough, hemoptysis, and pain in the chest. Any 
chronic pulmonary symptom should make the doctor 
suspicious of primary carcinoma of the lung if it de- 
velops in a male patient over forty years of age who 
previously was free of pulmonary disease. 


Early diagnosis offers the greatest field for ad- 
vancement in the care of patients with cancer of the 
lung. Diagnosis can be made by a histologic study of 
the tissue or cells or by clinical means. 


OBTAINING TISSUE 


The methods of obtaining tissue for study ar 
through bronchoscopic biopsy, aspiration biopsy, or 
biopsy of distant metastasis, whereas cells can be ob- 
tained from sputum, bronchial secretions obtained by 
bronchoscopy, pleural fluid, or from needle puncture o/ 
the tumor. In bronchoscopic examination a biopsy of 
the tumor can be obtained only if the tumor is in on 
of the major bronchi. Bronchoscopic examination of 
patients with carcinoma of the lung yields positive 
biopsies in 78 per cent as reported by Hollinger,!” 
65 per cent as reported by Graham,$ and 37.9 per cent 
as reported by Ochsner.!4 Clerf® believed that only 
10 per cent of the cases diagnosed by bronchoscopic 
biopsy. were operable. The percentage of positive 
biopsies revealing carcinoma will depend upon the 
selection of cases presented for bronchoscopy 
Bronchoscopic examinations need not be made in pa- 
tients who have distant metastasis that reveal carci- 
noma on biopsy and in those with pleural fluid in which 
carcinoma cells are found. Consequently, it is un- 
necessary where the mass is located in the periphery 
of the lung. The report of Clerf is more compatible 
with the present reports since only selected cases were 
presented for bronchoscopy, obviously inoperable pa- 


tients were not bronchoscoped, and the yield of posi- 


tive biopsy was 16 per cent. 


Positive biopsy for carcinoma obtained from distant 
metastasis will establish an exact diagnosis; it offers 
the patient no chance of treatment but does save him 
from useless exploratory thoracotomy. Biopsies of 
distant metastasis are made predominantly from cervi- 
cal lymph glands but have also been obtained from 
subcutaneous nodules, ulceration on the toes, and 
from bone. 


CELL STUDY 


The cell study of sputum or bronchoscopic secre- 
tions offers a splendid method of positive diagnosis 
for carcinoma of the lung. However, it requires an 
expert to interpret the findings. Whether the cell 
study shows malignancy or an absence of malignancy 
must in every case be verified by clinical and roentge- 
nographic findings. In this manner it varies from 
tissue diagnosis. If the cell study reveals malignancy 
in the sputum the tumor site may be in the mouth, 
nose, pharynx, esophagus, larynx, or tracheobronchial 
tree. On rare occasions pieces of tissue will be ex- 
pectorated and if this material is recovered and sec- 
tioned a true tissue biopsy will result. The cell study 
of bronchoscopic secretions limits the tumor site to 
the bronchi. Herbut and Clerf® reported malignant 
neoplastic cells identified in bronchial secretions in 90 
per cent of 237 patients with carcinoma of the lung 
In the present series the results of cell studies o/ 
sputum and bronchial secretions have been disappoint 
ing. However, cell studies interpreted by an expert 
add greatly to the ability to make an early diagnosis 
A_negative sputum report now must be qualified by 
affirming that it is negative for malignant neoplastic 
cells. Particular caution must be exercised when the 
cell study is positive for malignancy and the clinical 
and roentgenographic studies are questionable or fail 
to verify the cell diagnosis of malignancy. Certainly 
if palpation does not reveal the presence of malig- 
nancy when an exploratory thoracotomy is done the 
lung must not be removed on the basis of a positive 
cell study for malignancy. 
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PLEURAL EFFUSION 


In carcinoma of the lung without infection pleural 
effusion indicates pleural metastasis. In the later 
stages it is usually sanguinous. In many insfances 
malignant cells or groups of cells can be recovered, 
and on many occasions it will be the only method of 
obtaining a positive histologic diagnosis. If a diag- 
nosis cannot be obtained by other methods the tumor 
may be aspirated with a needle. The cells or tissues 
obtained can be studied and often result in positive 
histologic diagnosis. Aspiration biopsy carries the risk 
of implanting the tumor in the chest wall; however, 
its use is justified in patients of the old age group or 
in those instances where the diagnosis is questionable 
and exploration would be dangerous because of the 
poor general condition of the patient. 

The other methods of diagnosis are clinical. Accu- 
rate clinical diagnosis is obtained in a high percentage 
of the patients: studied. When biopsy is unobtainable 
through the bronchoscope there may be enough find- 
ings to justify a clinical diagnosis of primary carci- 
noma of the lung. Bronchoscopic observation of fix- 
ation, compression of the bronchial lumen, stricture 
formation, widening of the carina, or spurs between 
bronchial orifices are all signs of malignancy. Occa- 
sionally a tumor can be seen but a biopsy cannot be 
obtained. When the results of clinical observation 
and positive biopsies are combined the bronchoscope 
becomes one of the most important instruments in the 
diagnosis of carcinoma of the lung. In the present 
series 56 per cent of the bronchoscopic examinations 
resulted in a correct diagnosis of carcinoma of the 
lung. This coincides with 55 per cent reported by 
Herbut and Clerf.9 


CERTAIN FINDINGS 


There is no absolute roentgenographic evidence of 
malignancy of the lung. Nevertheless, there are cer- 
tain findings that are often characteristic of carcinoma 


of the lung. The single round mass in the periphery 
of the lung is the result of primary carcinoma in a 


high percentage of patients. However, it may result 
from a fluid filled cyst and other causes, especially 
tuberculoma in the younger age group. There i is often 
segmental or lobar emphysema. This is the stage 
where air enters the bronchus but because of the 
presence of a tumor the normal contraction of the 
bronchus on expiration causes obstruction to the 
escape of air from the alveoli. The tumor finally 
obstructs the bronchus completely and, depending 
upon the location, there will be atelectasis of a seg- 
ment, a lobe, or of the whole lung. Therefore, unex- 
plained atelectasis, especially if preceded by emphy- 
sema, often is characteristic of malignancy of the lung. 

Roentgenographic views taken in the various posi- 
tions are of the utmost importance. Increased hilar 
density in the lateral roentgenogram is an important 
sign of a central or hilar malignancy. Bronchography 
may be extremely helpful in reaching a clinical diag- 
nosis. It may show bronchial obstruction or even a 
nitching of the bronchus that will lead to a diagnosis 
of carcinoma of the lung, or possibly permit a diag- 
nosis of bronchiectasis to be made which will account 
for hemoptysis and thus aid in ruling out carcinoma. 
Laminographic studies may be helpful. The various 
roentgenographic types of examination are undoubt- 
edly the most valuable single method of diagnosis. 
Mass roentgenographic studies promise a great deal 
in early diagnosis of carcinoma of the lung if every 
abnormal finding is studied thoroughly. No patient 
in the present series had a negative roentgenograph 
of the chest. 


CLINICAL SIGNS 
Clinical signs and symptoms often lead to a diag- 
nosis of carcinoma of the lung. A helpful classifica- 
tion follows: 
Carcinoma of the lung without pulmonary 
symptoms 
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A. Without metastasis 
B. With metastasis producing symptoms not 
associated with the lung 

II. Carcinoma of the lung with pulmonary symp- 

toms 
A. Patients without previous pulmonary 
disease 
Insidious onset of chronic pulmonary 
symptoms 
Sudden onset of acute pulmonary 
symptoms 
a. Pneumonia 
b. Lung Abscess ‘ 
B. Patients with known chronic pulménary 
disease of long standing. 

In the group of patients with carcinoma of the 
lung without pulmonary symptoms the outlook seems 
grave and impossible of solution. However, the in- 
crease in mass roentgenographic examinations of the 
chest in industry, schools, and by the public health 
departments offers considerable encouragement when 
early diagnosis is considered: It can be expected that 
soon all patients admitted to hospitals everywhere for 
any reason will be given a routine roentgenographic 
examination of the chest. Of course, it will be neces- 
sary to identify all abnormal roentgenographic shad- 
ows thus revealed. Routine roentgenographic exam- 
ination is the only possible method of detecting carci- 
noma of the lung where no pulmonary symptoms are 
present. 


BEST OPPORTUNITY 


Patients with no previous pulmonary disease who 
develop carcinoma of the lung with pulmonary symp- 
toms offer the best opportunity for early diagnosis. 
Any patient thirty-five to forty years old or older who 
develops a chronic pulmonary symptom of any type 
should be suspected of having a carcinoma of the 
lung until such a diagnosis can be proved false. The 
thought of pulmonary carcinoma must be ever pres- 
ent in the mind of the physician. The expectoration 
of blood is always worthy of a complete study to 
eliminate the possibility of carcinoma of the lung; and 
in such a patient the prognosis must be considered 
grave until the cause of the bleeding is definitely de- 
termined. The classical triad of symptoms, cough, 
expectoration of blood, and pain in the chest is pathog- 
nomonic of carcinoma of the lung. The typical pain 
is constant and deepseated in character and should be 
distinguished from the pain of pleurisy. Unfortunately, 
the triad of symptoms is often a late manifestation of 
carcinoma of the lung. 

In many patients who have carcinoma of the lung 
the pulmonary symptoms are ushered in by the sud- 
den onset of acute pulmonary infection, either pneu- 
monia or lung abscess. The patient whose illness can 
be proved to be pneumonia and who responds prompt- 
ly to the proper chemotherapy may still have carci- 
noma of the lung. A diagnosis of carcinoma of the 
lung must be strongly suspected when the older pa- 
tient who has pneumonia fails to absorb the lung 
lesion demonstrated by physical examination and 
roentgenography. In the past this condition was fre- 
quently diagnosed as unresolved pneumonia. The 
older patient with unresolved pneumonia must always 
be suspected of having carcinoma of the lung. When 
an older patient suddenly develops a lung abscess the 
possibility of diagnosing an associated carcinoma is 
practically out of the question unless it can be de- 
monstrated by bronchoscopy or by bronchial secre- 
tions obtained Ly use of the bronchoscope. Unlike 
pneumonia the lung abscess is a chronic disease and 
there is no specific therapy. Should the abscess heal 
completely in a few weeks the presence of carcinoma 
can readily be eliminated. If the abscess persists as 
a chronic lung abscess, as it is likely to do, the pres- 
ence of carcinoma will defy detection until it is too 
late for treatment or until it is externally drained 


and, of course, external drainage of the carcinoma 
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will preclude any curative surgery. Excision of the 
abscess would reveal its true identity and for this 
reason is highly recommended. 


CONCEALED SYMPTOMS 


Patients who have a well established and accu- 
rately diagnosed chronic pulmonary disease can, and 
often do, develop carcinoma of the lung. The chronic 
pulmonary disease may possibly conceal the symp- 
toms of the carcinoma until it is too late for treat- 
ment. Unfortunately, the chronic pulmonary disease 
will often mask or obscure the roentgenographic find- 
ings of the early carcinoma, and the true diagnosis 
will not be suspected until it is too late to offer the 
patient surgical treatment for the carcinoma. It is 
easy to suggest that a change in the patient’s symptom 
complex should be carefully studied and evaluated. 
However, it is not so simple when the patient presents 
the combined diseases for diagnosis. This group prob- 
ably will defy early diagnosis but constant considera- 
tion of the possibility may be helpful. 

Age is no real help in the diagnosis of carcinoma 
of the lung since Ochsner!3 reported one patient age 
twelve years and Rienhoff?9 one patient nineteen years 
old with the disease. In diagnosis sex is of great 
importance because Rienhoff?° reported the incidence 
of male to female as six to one and in the present 
series it is sixteen to one. When there is no positive 
histologic diagnosis of carcinoma of the lung there 
will always be an element of doubt concerning the 
clinical diagnosis, and there will be patients with ab- 
normal roentgenographic findings in whom clinical 
diagnosis of the disease cannot be made. These pa- 
tients should be subjected to exploratory thoracotomy. 
If histologic diagnosis can be made by frozen section 
when the chest is open there is little chance of an 
incorrect diagnosis. There is, however, the situation 
associated with lung abscess or where a centrally 
placed small mass will defy an accurate diagnosis 
until the lobe or lung is removed. 


EXPLORATION 


Once a diagnosis of carcinoma of the lung has been 
made or exploration has been decided upon, it be- 
comes imperative that the signs of inoperability be 
sought out carefully in order to avoid a useless oper- 
ation. These signs are all evidenced by spread of the 
growth beyond the confines of the lung, either by local 
extension or by metastasis. Metastasis may occur 
anywhere in the body; sometimes it can be found by 
careful physical examination. A thorough search must 
always be made for a palpable Virchow’s gland. If 
abnormal lymph glands are discovered anywhere or 
if subcutaneous nodules are found, they should be 
examined for malignancy. Metastasis to bone can be 
ruled out by roentgenographic examination. If a rib 
is shown to be eroded, the tumor often should be con- 
sidered inoperable. However, occasionally the ribs 
and the surrounding tissue can be removed in a block 
dissection together with the lung. If the ribs and 
vertebrae are eroded, the growth is inoperable. Nerve 
paralysis may occur; this is always the sign of local 
extension or metastasis beyond the lung and usually 
indicates inoperability. Vocal cord paralysis generally 
occurs on the left side since the recurrent laryngeal 
nerve extends posteriorly to the aortic arch on the 
left and thus has a long course through the thoracic 
cavity. Paralysis of the phrenic nerve may occur and 
will manifest itself by a high diaphragm with absence 
of motion. Horner’s syndrome may be present and 
results from invasion of the first and second dorsal 
sympathetic ganglia and the sympathetic trunk. The 
opposite of Horner’s syndrome must not be confused 
with the condition, since it results from stimulation 
instead of paralysis of the sympathetic trunk and its 
first two dorsal sympathetic ganglia. In such patients 
the lung usually can be removed. The Pancoast syn- 
drome may be present and indicates a more extensive 
invasion by the neoplasm than is found in Horner’s 
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syndrome. It, of course, signifies invasion of the first 
dorsal and sometimes the eight cervical nerve roots, 
as well as the sympathetic trunk with the first and 
second dorsal ganglia. The presence of pleural fluid 
is usually a sign of inoperability and indicates metas- 
tasis to the pleura. The size of the tumor may also be 
considered an evidence of inoperability. A tumor mass 
that fills half the chest cavity on one side generally 
is beyond surgical help. Extreme emaciation often is 
a sign of metastasis even though such metastatic 
lesions cannot be demonstrated. 


PREOPERATIVE TREATMENT 


The preoperative treatment of a prospective pneu- 
monectomy patient is of utmost importance. If the 
hemoglobin determination is low it should be raised 
to within normal range by repeated blood transfusions. 
The patient should be given equal quantities of sulfa- 
merazine and sulfadiazine and also penicillin in order 
to guard against postoperative pneumonia. If there 
is purulent expectoration it is well to give aerosol 
penicillin before operation. Preparation should be 
made for ample blood transfusions at operation. 

At the time of operation there are three positions 
that can be used. The lateral position with lateral 
approach affords the maximum of exposure but is the 
most difficult for the patient since the weight of the 
diseased lung, the heart, and the mediastinum will fall 
upon and reduce the volume of the healthy lung that 
is on the bottom. Secretions from the lung being 
removed can fall easily into the bronchus of the good 
lung and be widely disseminated through the bronchi 
and even the alveoli. The supine position with the 
anterior approach eliminates these difficulties but the 
exposure is limited especially in the inferior aspects 
of the thorax and about the inferior pulmonary vein 
on the left side, particularly if the heart is enlarged. 
The anterior approach, however, is the quickest of the 
three and is followed by less postoperative pain. The 
prone position, as described by Overholt,16 with a 
posterolateral incision perhaps is the best position. 
It affords almost as much exposure as the lateral 
position, with less hazard to the cardiorespiratory ef- 
fort of the patient than the lateral or even the supine 
position. Furthermore, there is better bronchial drain- 
age than in either of the two other positions. Because 
of the adequacy of exposure and the conservation of 
cardiorespiratory effort the operability is increased. 
By means of the supine position and the anterior 
approach Rienhoff2° resected the lung in 34 per cent 
of his patients. In the present series the lung was 
resected in 58 per cent of those subjected to operation, 
using first the anterior or the lateral position and 
later the prone position with posterolateral approach 
The prone position is more difficult for the anesthetist 
and the opening and closing of the incision requires 
more time. Both the lateral incision and the postero 
lateral incision are accompanied by more postopet 
ative pain than the anterior incision. 


PNEUMONECTOMY 


Pneumonectomy is the generally accepted oper 
ative treatment. The lesser operation of lobectom) 
even if one should wish to do it, is rarely possibl: 
except where there is a small peripheral tumor. Suc 
tumors constitute less than 10 per cent of the patient 
affected with carcinoma of the lung. In patients wit 
known cardiac disease and in those over sixty-fiv 
years of age, lobectomy, if possible, is the operatio 
of choice since in this group the operative mortalit) 
for pneumonectomy is extremely high.® 

The standard technic now consists of dissectin: 
and individually dividing the pulmonary artery, pulmo 
nary veins, and bronchus. Closure of the bronchus is 
a fairly standard procedure, with a variation only in 
the number and location of nonabsorbable sutures 
Almost all surgeons cover the bronchus with pleura 
or some other tissue. Removal of adherent areas oi 
the lung is done by extrapleural separation. If the 
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condition extends to the ribs, chest wall, or pericar- 
dium these invaded structures are removed by block 
dissection without separation from the mass or lung. 
The care of the empty pleural space is more variable; 
some surgeons drain it temporarily, others never 
drain; some use plasma or saline in the space at com- 
pletion of the operation whereas others instill peni- 
clin as a bactericidal agent. The author uses a mix- 
ture of sulfanilamide, azochloramid, and sodium tetra- 
decyl sulfate as an antiseptic in the empty pleural 
s,ace upon completion of the operation. Not only is 
tie mixture an antiseptic but it seems to eliminate 
eural effusion, and accordingly it is extremely rare 
that aspiration of the pleural space is required after 
ieumonectomy. In the presence of gross contami- 
tion at operation the pleural cavity is not drained. 
ie mixture is instilled into the pleural cavity upon 
completion of the operation and then the ‘pleural 
cavity is aspirated and instilled on three successive 
iys postoperatively, or until the cultures become 
gative. This procedure of treatment has prevented 
upyema in thirteen out of fourteen consecutive con- 
uninated pneumonectomies for all conditions includ- 
ge tuberculosis and lung abscess.* In the present 


series empyema occurred in two patients and both 
nfections developed before the mixture of sulfanila- 

ide, sodium tetradecyl sulfate and azochloramid was 
used and before penicillin was available. 


POSTOPERATIVE TREATMENT 


The postoperative treatment consists of protection 
from shock, cardiorespiratory failure, infection, and 
embolism. Protection from shock must be continued 
for about three days since these patients exude fluid 
into the empty pleural space and they can go into 
shock after much longer periods of time than most 
surgical patients. Shock is best controlled by repeated 
hemoglobin and hematocrit determinations made at 
hourly intervals immediately after operation, then 
gradually lengthening the intervals of determination 
until they are done only three times during the third 
postoperative day if the patient’s condition is stable. 
At any time hemoconcentration i is revealed the patient 
is given blood or plasma in sufficient quantities to 
overcome the change. The oxygen tent is a help in 
the immediate postoperative control of shock. Adrenal 
cortical extract injected intravenously is of great as- 
sistance in the prevention and treatment of shock. No 
patient in the present series died as a result of shock. 
The patient is kept in an oxygen tent at least three 
days and at the first sign of cardiac irregularity or 
decompensation digitalis is administered. The most 
frequent cause of death in these patients is cardiac 
failure.14 Six of thirteen deaths in the present series 
were from cardiac failure. In spite of extreme dili- 
gence this cause of death cannot be eliminated. Early 
ambulation® is usually withheld for this reason, but 
care is taken to cause frequent turning in bed and 
considerable motion of the lower extremities. 

Despite such diligence one patient in this series 
died from a pulmonary embolism originating in the 
pelvic veins which was confirmed by autopsy. After 
operation the sulfonamide drugs are discontinued but 
penicillin is given together with either streptomycin 
or aureomycin. This antibiotic treatment is continued 
tor approximately five to seven days. There have been 
no postoperative infections in this series, either in the 
pleural cavity, lungs, or wound, except the two in- 
stances of empyema previously described. 


PRESENT TREATMENT 


The present series began in 1941 and consisted of 
119 patients whose condition was diagnosed as carci- 
noma of the lung. Seventy-three or 61 per cent of the 
total were subjected to operation. In the group sub- 
jected to operation forty-three or 59 per cent were 
resected. The hospital mortality was thirteen or 30 
per cent, three patients dying about one month after 
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operation from cardiac failure after seemingly recover- 
ing from the operation. Of five patients sixty-five 
years of age or older four died in the postoperative 
period. There were thirteen patients whose disease 
extended into the pericardium, left auricle, or ribs 
and four of them died in the immediate postoperative 
period. Thirty patients survived operations, com- 
pleted one or more years ago, but it was impossible 
to follow five of these. Six lived more than one year 
and seven died in less than a year. There are twelve 
still living and eleven of these are well. Of those 
living and well the survival time is as follows: eleven 
patients one year or more; five patients three years 
or more; two patients four years or more, and one 
patient eight years and five months. 

The following mortality figures are reported in the 
literature: Graham’ wrote that in early years 53 per 
cent died of operation, but from January 11, 1945 to 
September 20, 1948 the operative mortality was 7 per 
cent. Rienhoff?° reported 22 per cent total moriality 
from 1933 to 1946; in Ochsner’s!® report the total 
mortaility was 24.4 per cent, but since 1942 the oper- 
ative mortality has been 18 per cent. Lindskog’s!” 
records showed a total operative mortality of 2) per 
cent. Jones!! reported a total operative mortality of 
four per cent. Adams! believed the total operative 
mortality to be 14.3 per cent, but in the last five years 
this was reduced to 5 per cent. Burnett® reporied the 
total hospital mortality at 27 per cent. 


CASES CLASSIFIED 


In this series of 119 patients seventy-three or 61 
per cent were subjected to exploratory thoracotomy 
and forty-three or 58 per cent of those explored were 
resected. Graham’ reported on 434 cases; 251 or 58 
per cent were subjected to exploratory surgery and 
101 or 40 per cent of those explored were resected. 
Rienhoff?” wrote that of 327 patients who were ex- 
plored 112 or 34 per cent were resected. Ochsner!! 
reported on 548 patients; exploration was recommend- 
ed in 354 instances, but forty-seven patients refused 
the operation and 307 or 56 per cent were explored. 
Of these 195 or 63 per cent were resectable. Lindskog!* 
reported on 100 patients; surgery was advised in 
thirty-five cases, but three patients refused; thirty- 
two were subjected to exploration and twelve or 37 
per cent resected. Jones!! recorded a total of 196 pa- 
tients, of whom seventy-eight or 39 per cent were 
considered operable; sixty-six accepted exploration 
and thirty-nine or 59 per cent of these were resected. 
Burnett® reported on 429 patients of which 149 or 
34.7 per cent were considered operable, and of these 
sixty-seven or 45 per cent were resected. 

When a group of patients with carcinoma of the 
lung is considered there are several variables that will 
affect the mortality rate. If great caution is exercised 
many will not be subjected to exploration. Once the 
exploration is carried out the mortality rate will de- 
pend upon the age of the patient and the condition of 
the cardiorespirtatory function. If the age is above 
sixty-five the mortality rate will increase greatly. With 
extension of the growth beyond the lung into the 
pericardium, mediastinum, or chest wall the mortality 
rate will rise rapidly if resection is done. 

The results of pulmonary resection for carcinoma 
of the lung depend greatly upon the extent of the 
growth. If it is a small growth, either centrally or 
peripherally placed, the operative technic will be 
similar to the removal of a normal lung. The operative 
mortality rate will be rather low. If the growth is 
early and small the longevity or survival period after 
a successful resection probably will be greatly length- 
ened. Since most patients have far advanced growths 
before being subjected to operation the end results 
must necessarily be poor. Rienhoff?° reported that 70 
per cent of 112 resectable lungs showed extension to 
bronchial and tracheal glands. Ochsner! wrote that 
of 195 resected lungs for carcinoma only fifty-seven 
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or 27.2 per cent were without extension of growth 
beyond the lung or without metastasis and could 
reasonably expect a satisfactory survival period or 
cure. It is generally agreed that the differentiated 
tumor offers the longest survival period and of the 
two types the squamous cell tumor presents the better 
survival time. Graham’ found that of fifty-three pa- 
tients who had successful resections before 1942, fif- 
teen or 28 per cent were well for five or more years. 
However, 57 per cent of these patients had bronchial 
adenomata. 


CASES EXCLUDED 


Most workers exclude these cases from their records 
of carcinoma of the lung. In reality, it makes the five 
year survival average about 14 per cent of those who 
had successful operations. Rienhoff?° reported twelve 
patients who have survived operation for five years 
or more. Overholt!? had ten patients or 24.4 per cent 
of those operated upon successfully who lived for five 
years or more. Ochsner!> wrote that thirteen or 23 
per cent of the patients who had resections five or 
more years ago were still alive. He also said that in 
the palliative resections 10 per cent of the successful 
pneumonectomy patients had a three year survival 
period.!4 Lindskog!” reported one patient alive five and 
one-half years after operation. Adams! recorded six 
or 35.3 per cent of his patients who survived five years 
or more, but only four or 23.5 per cent were well more 
than five years after operation. In the present series 
only one patient survived more than five years and 
he is alive and well eight years and five months after 
operation. If a patient is subjected to operation before 
the growth extends beyond the lung by extension or 
metastasis it seems that approximately 20 to 25 per 
cent will remain well years or more. Ochsner!® 
compared the gross survival rate of carcinoma of the 
lung with that of carcinoma of the stomach and found 
them essentially the same. When an average patient 
with carcinoma of the lung presents himself for treat- 
ment his chance of being alive five or more years is 
about 5 to 8 per cent.15.5 Earlier treatment cannot 
be carried out since operation is always performed 
promptly when the patient is referred to the surgeon. 
Earlier diagnosis will materially change the percentage 
of good results since fewer will die as a result of 
operation and these will have the chance of a long 
time survival period; furthermore, earlier diagnosis 
will cause a greater number to be treated before ex- 
tension or metastasis takes place. Therefore, a greater 

“number will survive five years or more. 


One can do no better than repeat the plea made 
by Adler? in 1912: “In conclusion, the writer may be 
permitted to express the hope that malignant disease 
of the lungs, so disastrous in its results, may perhaps 
in the near future be summarily dealt with in its 
incipiency or at least modified in its progress, so as 
in some measure to assist in diminishing the suffer- 
ing of humanity.” 


SUMMARY 


Carcinoma of the lung accounts for 5 to 10 per 
cent of all cancer deaths. 


Chronic pulmonary symptoms and abnormal 
shadows on roentgenograms should be thoroughly 
investigated with the thought of carcinoma of the 
lung always in mind. 

In the overwhelming majority of patients when 
carcinoma of the lung is diagnosed it is far ad- 
vanced. 


In order to improve the immediate operative mor- 
tality and the five year survival rate after pneu- 
monectomy, carcinoma of the lung must be diag- 
nosed earlier. 


JANUARY, 19 


BIBLIOGRAPHY 


Adams, Ralph: Carcinoma of Lung. J. Thorac, Surg., 17: 
306, 1948. 

Adler, I.: Primary Malignant Growths of the Lungs and 
Bronchi. Longmans, Green, and Company, New York, 1912. 
Brantigan, O. C., and Rigdon, H. L.: Sodium Tetradecy! 
Sulfate, Azochloramid, and Sulfanilamide Mixture in the 
Prevention of Empyema Following Pneumonectomy with 
Contamination. J. Thorac. Surg., 16: 416, 1947. 

Brantigan, O. C.: Carcinoma of the Lung. Bull. School of 
Med., Univ. Md., 32: 151, 1948. 

Burnett, W. E., Rosemand, G. P., and Hall, J. H.: Carci- 
noma of the Lung, J. Thorac. Surg., 18: 679, 1949. 

Clerf, L. H.: Diagnosis of Bronchogenic Carcinoma by 
Examination of Bronchial Secretions. Ann. Otol., Rhin., and 
Laryng., 55: 646, 1946. 

Globus, J. H., and Meltzer, T.: Metastatic Tumor of the 
Brain. Arch. Neur. and Psych., 48: 163, 1942. 

Graham, E.: Bronchogenic Carcinoma. Wisconsin Med. J., 
48: 232, 1949. 

Herbut, P. A., and Clerf, L. H.: Cytologic Diagnosis of 
Cancer of the Lung. Pennsylvania Med. J., 52: 472, 1949. 
Hollinger, P. H., Hora, H. J., and Hirsch, E. F.: Broncho- 
genic Carcinoma. Ann. Otol., Rhin., and Laryng., 54: 5, 1945. 
Jones, J. C.: Carcinoma of the Lung. J. A. M. A., 184: 113 
1947. 

Lindskog, G. E.: Bronchogenic Carcinoma, Ann. Surg., 124: 
667, 1946. 

Ochsner, A., DeBakey, M., and Dixon, J. L.: Primary Cancer 
of the Lung. J. A. M. A. 135: 321, 1947. 

Ochsner, A., DeBakey, M., Dunlap, C. E., and Buhman, I.: 
Primary Pulmonary Malignancy. J. Thorac. Surg., 17: 573, 
1948. 

Ochsner, A., DeBakey, M., and Dixon, L.: Carcinoma of the 
Lung. Postgraduate Med. 3: 427, 1948. 

Overholt, R. H., Wilson, N. J., Szypulski, J. T., and Langer, 
L.: Resection of the Lung in the Treatment of Pulmonary 
Tuberculosis. Am. Rev. Tuber., 55: 198, 1947. 

Overholt, R. H., and Schmidt, J. C.: Survival in Primary 
Carcinoma of the Lung. New England J. Med., 240: 491, 
1949. 

Patten, B. M.: Human Embryology, pp 121. The Blakiston 
Company, Philadelphia, 1946. 

Reiman, H. : New Growths in the Lung, R. L. Cecil, 
A Text book of Medicine, ed. 6, pp 851, W. B. Saunders 
Company, Philadelphia, 1943. 

Reinhoff, W. F., Jr.: The Present Status of the Surgical 
Treatment of Carcinoma of the Lung. Mississippi Doctor, 
25: 121, 1947. 

Wangensteen, O. H.: Gastric Cancer. J. A. M. A., 134: 1161, 
1947. 





“—"* 


If you stay in bed when all about you 

Are leaving theirs and doing as they choose; 

If you can keep on fighting the bacillus 

And never a moment think you'll lose; 

If you can send short notes to all your loved ones 

In answer to long letters written you 

And still continue to keep them free from worry 

Since you are doing what seems best to do; 

And then. if after months and months of chasing 

When you believe the cure is almost won 

You are calmly told, “You have a new involve- 
ment” 

And you begin another race to run; 

If you can gather strength from disappointment, 

Nor let it presage trouble more, 

But help your fellow chasers with their burdens 

And you have more trust in man, more faith 
in God than e’er before; 

If you can refrain from burdening someone else 
with all your troubles, 

And remember that they, too, have some to 
spare; 

If, in your exalted opinion, everyone else is 
wrong but you, 

But still allow others a little consideration, 

Knowing they have versions, too, 

If you can do all this, nor play the martyr, 

And score the good and bad of fate’s span 

You'll win a cure, and surely you'll deserve i 

And what is more, you'll be a better man. 


“THE OBSERVER,” 


Fort Bayard Veterans’ Administration Hospital 
Fort Bayard, N. M. 





JANUARY, 1951 


I consider it a privilege to have been invited here 
to discuss this important subject. It is highly satisfy- 
ing to those of us who are interested in the field of 

oracic surgery to learn that most of our medical 
leagues are joining with us to wage an all out war 
ainst such a formidable foe. Ten years ago Dr. 
liddleton,! also from Wisconsin, discussed this same. 
bject at your annual meeting. He pointed out the 
gns and symptoms one should expect to encounter, 
it at that time could offer very little of an encourag- 
g nature regarding treatment. 
Bronchogenic carcinoma was considered a rare dis- 
se for many years. It was most frequently diag- 
sed at the autopsy table. Certainly, if recognized 
iring life, the hopelessness of this condition was 
cepted because no effective treatment was known. 
has been noted during the past twenty years that 
onchogenic carcinoma is being more frequently 
agnosed, and we have learned that the disease is not 
‘ire but Occurs almost as frequently as any other 
alignant disease in the male. Ochsner and DeBakey? 
(1939) found at the Charity Hospital in New Orleans 
that bronchogenic carcinoma was the most common 
visceral cancer. Similar reports have come from other 
large urban centers. Many of these cases are being 
seen today but are unrecognized because the attend- 
g phy sician is not cancer conscious, and through the 
omission of the proper available diagnostic procedures 
fails to arrive at a correct diagnosis at a time when 
definitive treatment would effect a cure. However, 
an increased interest has been developed by the intern- 
ist, anesthetist, and surgeon since Graham? reported 
the first successful pneumonectomy for carcinoma of 
the lung in 1933. This patient, a physician, is still 
alive and successfully carrying on his practice. Since 
then many such operations have been carried out until 
today, particularly in the large medical centers, such 
procedures are considered routine. We still have a 
long way to go, especially in the recognition of the 
disease, since on the average at least eight months 
elapse before these patients reach the surgeon. This 
is either because the patient fails to seek early medical 
advice or the attending physician fails in his diagnosis 
Much can be done through cancer propaganda to 
bring the patient to the physician earlier. This is 
particularly important since most carcinomas of the 
lung are seen in males of the older age group. The 
female is afflicted with the disease only about one- 
tenth as often as the male. 


SIGNS AND SYMPTOMS 


Bronchogenic carcinoma, like malignancy in other 
organs, is insidious in onset. There is as yet no satis- 
factory method to determine the early transition of 
the normal cell to the malignant one. Varying periods 
of time elapse before signs and symptoms occur. The 
location of the growth is an important factor. During 
the early or latent phase the patient enjoys good 
health and is asymptomatic. As the growth of the 
tumor continues, and since over 90 per cent occur in 
the bronchus, it is not strange that a cough should 
appear early as a result of irritation due to destruction 
of tissue in the bronchial mucosa. It is at this stage 
that there is evidence that the process is well develop- 
ed. Cough occurs among so many people, particu- 
larly cigarette smokers, that its significance is over- 
looked. The physician may attach little importance 
to it at first and may prescribe his favorite cough 
mixture instead of a careful physical examination. 


*Delivered at the annual conference of Southwestern Medical 
Association, Phoenix, October, 1950. 
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Cough must not be overlooked or treated lightly in 
any patient, particularly a male over 40 years of age. 
Careful inquiry should be made as to its time of 
occurrence or change in character. If there has been 
any change, it should arouse suspicion and the reason 
for the change should be determined. 

* Hemoptysis may first be noted as the character 
of the cough changes. Early in the disease the sputum 
may be slightly streaked with blood. This may not 





TABLE NO. 1 


INCIDENCE OF LUNG CARCINOMA 
ACCORDING TO AGE AND SEX 


Male Female 


TOTAL 137 
Ratio male to female — 5 to 1 





a | 


FIGURE I. Female, age 65. Cough, hemoptysis, 
dyspnea. X-ray reveals partial atelectasis 
right lower lobe. Bronchoscopy by referring 
physician. Biopsy positive for adenocarci- 
noma right lower lobe bronchus. Right lower 
lobectomy. Recovery. 





Page 18 


recur for several weeks and at times its occurrence 
may be entirely forgotten by the patient. The presence 
of other and more severe symptoms will send the 
patient to seek medical advice. Profuse or repeated 
hemoptysis will frighten the patient so much that he 
will seek advice at once. We know not only that 
tissue destruction is present at this stage, but also 
that it is beyond the silent phase and that definitive 
treatment is obligatory. 

Pain appears later than cough and hemoptysis, if 
the new growth occurs in the bronchus. If it lies in 
the periphery causing pleural irritation, symptoms 
may occur’much earlier. 





TABLE NO. 2 
SYMPTOMS IN LUNG CARCINOMA 
Symptom 
Cough 
Chest pain 
Dyspnea 
Hemoptysis 
Chills and fever 
Weakness 
Loss of weight 
Hoarseness 
Wheezing 
Leg and joint pain 
None 
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Hoarseness results from involvement of the recur- 


rent laryngeal nerve and signifies a spread of the 


malignancy, to contiguous structures. This involve- 
ment may occur as a direct spread or through metas- 
tasis. 

Dyspnea with or without wheezing is indicative 
of a mechanical block of one of the larger bronchial! 
passages. This may result in an emphysema of the 
lung parenchyma supplied by the particular bronchus 
if the egress of air is interfered with. At times infec- 
tion occurs peripheral to the blocked bronchus pro 
ducing suppuration, including bronchiectasis and/or 
lung abscess, with chills, high fever, and night sweats. 
It is in this type of case that the picture of carcinoma 
is masqueraded by the suppurative process. Dyspnea 
may also occur if the ingress of air is interfered with 





TABLE NO. 3 

TYPE OF LESION 
Epidermoid carcinoma 
Undifferentiated carcinoma 
Adenocarcinoma 
Adenoma? 
Pulmonary adenomatosis 
Sarcoma 
Type undetermined 





FIGURE II. Female, age 45. Cough hemop- 
tysis, wheezing, dyspnea and loss of weight. 
Lateral view shows block of iodized oil in 
left stem bronchus. Bronchoscopy revealed 
bronchial growth of obstructive nature. 
Biopsy revealed squamous cell carcinoma. 
Pneumonectomy, left. Recovery. 


FIGURE III. Male, age 73. Periodic blood 
streaking for six weeks. No loss of weight 
or cough. Rounded shadow beneath parieta! 
pleura right upper lobe. Cytologic and 
bronchoscopic studies negative. Thoracotomy. 
Biopsy of tumor revealed adenocarcinoma. 
Right upper lobectomy. No mediastinal 
glands. Recovery. 
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due to collapse and atelectasis of the involved lobes 
and associated shift of the heart and mediastinum to 
the involved side. 


PATHOLOGY 


Most malignant lesions of the lung occur in the 
bronchi, usually in the stem bronchus near the trachea. 
The squamous cell type is the most common, result- 
ing from a metaplasia of the bronchial mucosa. Other 

‘ss frequent types include adenocarcinoma, undif- 
paral on carcinoma, and bronchial adenoma. The 
inclusion of adenoma with a group of malignant 
tumors may be questioned by some authors, but we 
have seen these tumors metastasize to distant organs 
as adenocarcinoma. We are in agreement with 





TABLE NO. 4 
NUMBER ALIVE AFTER SURGERY 
Thoracotomy 
Resection only Untreated 

3 to 6 mos. 11 

mos. to 1 yr. 11 
1 to 2 yrs. 7 

to 3 yrs. 

to 4 yrs. 

to 5 yrs. 
TOTAL — 45 cases alive 
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FIGURE IV. Male, age 59. Cough, hemoptysis, 
dyspnea, weight loss and chest pain. Indis- 
tinctly defined spherical tumor mid lung 
field. Cytologic study revealed no malignant 
cells. Right upper lobectomy. All mediastinal 
glands positive for metastases. Immediate 
recovery. Patient died eight months later 
of widespread metastases. 


SOUTHWESTERN MEDICINE 


Page 19 


Womack and Graham!‘ that these tumors are potential- 
ly malignant. 


DIAGNOSIS 


The diagnosis of carcinoma can be made early in 
the disease in over 75 per cent of the cases if care 
and diligence are practiced. In the later stages the 
diagnosis is simple but of little use because the condi- 
tion is then hopeless. One of the greatest assets to 
the physician seeing these patients is his suspicion that 
a new growth in the lung is a possibility. A complete 
history supplemented by careful physical examination 
and study of the information obtained will clinch the 
diagnosis. The use of the x-ray in taking films in 
various positions is invaluable and will frequently dis- 
close abnormal shadows not seen with the ordinary 
posterior anterior exposure. Bronchoscopic examina- 
tion affords a method of precision by permitting a 
visual observation of all the larger bronchial passages. 
(Figure I) The field of vision can be greatly enhanced 
by using a telescope which permits still other areas 
to be examined. The growth, if seen, can be studied 
as to location and extent of involvement and a biopsy 
can be taken which will permit an accurate diagnosis. 
If no growth is seen and no sputum or bronchial 
secretions are present, saline can be instilled into the 
bronchial passages of the suspicious area. This is 
aspirated and cytologic studies are made to determine 
the presence or absence of malignant cells. This 
method of Papanicolaou has been of inestimable value 
to the surgeon if examined by a good pathologist. It 
has afforded a correct diagnosis heretofore impos- 
sible in certain cases without thoracotomy. The cyto- 
logic study is also valuable to determine the presence 
or absence of malignant cells in pleural effusions. 
Bronchography may be necessary if other methods 
fail. The introduction of iodized oil into the bronchi 
leading to the suspicious area will not infrequently 
outline and clearly demonstrate irregularities, distor- 
tions, or block of the bronchial passages. (Figure I1) 
These findings, coupled with other evidence at hand, 
assist materially in arriving at a correct interpretation. 
In spite of all the diagnostic procedures we have in 
our armamentarium, there will be about 20 to 25 per 
cent of the early cases in which an exact diagnosis 
will not be made. It is this group that the physician, 
in view of lack of irrefutable evidence of malignancy, 
is inclined to sit, watch, and wait. (Figure III) He 
often feels that he is not justified in recommending 
an operation without a clearcut diagnosis. (Figure IV) 
Because of the increasing frequency of bronchogenic 
carcinoma such procrastination is mentioned only to 
be condemned. Few of us would sit and watch a 
tumor of the breast produce axillary metastases be- 
fore exploring the lesion. (Figure V) The same ap- 
plies to an undiagnosed lung tumor. Exploratory 
thoracotomy is no more dangerous than a laparotomy. 
It does, however, afford a chance to obtain a biopsy 
and frozen section of the tumor itself, thereby giving 
an accurate diagnosis. 


TREATMENT 


The type of treatment to be advised for any disease 
of a malignant nature is the one which will produce 
the best results. In dealing with carcinoma of the 
lung, resection of the involved lobe or lobes and all 
regional lymph nodes has proven the most satisfac- 
tory. There are certain instances which should be 
mentioned when resection is impossible or has little 
to offer. At the State of Wisconsin General Hospital 
we have followed the following operative criteria. 
(1) We operate upon all cases where a diagnosis can- 
not be ‘established through the use of other diagnostic 
procedures. (2) Patients with moderately or even 
far-advanced disease associated with suppurative com- 
plications and in whom no distant metastases can be 
demonstrated, we feel deserve surgery even though 
palliative. (3) Removal of a lobe or lobes is carried 
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out in all cases explored if technically possible. 
Ochsner et al5 have stated that 70 per cent of their 
resections were considered palliative but justifiable 
since the risk is not excessive and the patient’s life 
span is increased and made more comfortable. We 
have not felt operation was justified in 1) aged pa- 
tients with advanced cardiovascular disease or where 
the physical condition was such as did not even permit 
the administration of an anesthetic; 2) those patients 
with involvement of the trachea; 3) the presence of 
metastases in distant organs; and 4) those patients with 
a pleural effusion containing malignant cells with or 
without recurrent laryngeal or phrenic nerve involve- 
ment. During the past five and one-half years we have 
seen 163 cases of proven pulmonary malignancy. One 
hundred and eight, or 83 per cent, have been explored. 
Resection was impossible in 54, or 50 per cent, of the 
explored cases. Resection in the form of lobectomy 
or pneumonectomy was accomplished in a similar 
number. 

The cases reported in this series are too few to 
permit the drawing of too many conclusions, were it 
not for the fact that they are not unlike the results 
reported by other surgeons. Certain features stand 
out in our group of cases. We did not see these pa- 
tients until they had been ill for an average of eight 
months. The reasons reported for this neglect were 
about equally distributed between the patient and his 
physician. The operative mortality in the 108 ex- 
plored cases was 9 per cent. There is only one patient 
alive after five years. Perhaps others will survive 
this period as time passes. 


DISEASE RARE 


Early in this century carcinoma of the lung was 
conspicuous by its absence in the medical literature. 
Very few cases were reported at post mortem, chiefly 
because the disease was rare. Since then reports of 
this condition have appeared with increasing frequency. 
There is little doubt that there is an actual inérease 
in the incidence of this disease. The cause is not 
known. More people reaching old age, cigarette 
smoking, the breathing of noxious gases, and various 
other reasons have been postulated. Time may prove 
some existing etiologic agent. While this is being 
done we must meet the challenge at hand and do our 
best to institute measures to enable us to provide defi- 
nitive treatment in the early, latent and curable phase 
of the disease. Just how this is to be accomplished 
I do not know. Certainly, as previously mentioned, 
propaganda widely circulated to the smallest hamlet 
should be of value and should stimulate people to 
seek earlier medical attention for bizarre and seem- 
ingly unimportant symptoms. It appears to the author 
that the general practitioner, so often known as the 
backbone of medicine in the United States, is in the 
most strategic position. He sees the patients first. 
Alertness and awareness of the possibilities will un- 
doubtedly urge him to follow up these patients more 
closely and insist that they receive the necessary 
studies to rule out the presence or absence of malig- 
nancy. Not infrequently people consult a physician 
for a check-up and are told they are in perfect physi- 
cal condition. Too often this is done without the aid 
of the stethescope on the chest, a hand on the abdo- 
men, or a blood pressure cuff on the arm. Could 
some provision be made so that patients might see 
their physician to keep well? We are being chal- 
lenged by malignancy in all of its forms, particularly 
bronchogenic carcinoma because of its rapid increase 
in incidence. The progress in Wisconsin, although 
very slow, has been worthwhile. The Wisconsin Anti- 
tuberculosis Association has toured the state visiting 
schools, factories, and villages, offering free miniature 
x-ray films to all. In the event any pathology is noted 
the patient is advised to see his family doctor at once. 
This, although only one step in the right direction, 
has succeeded in the discovery of many pulmonary 
diseases. We as physicians cannot force people to 
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seek periodic examinations, but through education and 
suggestion we can stimulate more interest in preven- 
tive medicine. 
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TABLE NO. 5 
LOCATION OF LESION 


Main stem 

Upper lobe 
Middle lobe 
Lower lobe 








FIGURE V. Male, age 80. Blood tinged sputun 
for four weeks. No other signs or symptoms 
Examined, x-ray studies made, bronchoscop) 
and bronchogram negative. Cytologic studies 
negative. Instructed to return in two months 
Patient waited six months. Lesion as noted. 
Thoracotomy. Small round cell carcinoma in- 
volving both left upper and lower lobes over- 
riding the fissures. Left pneumonectomy. 
Recovery. Died nine months later of other 
causes. 
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THE ROLE OF THE LABORATORY IN THE 


DIAGNOSIS OF EARLY BRONCHOGENIC CARCINOMA 
By M. S. Hart, 


Watson of New York Memorial Hospital estimates 
that 75 per cent of all patients that come to his service 
with cancer of the lung have had a previous clinical 
diagnosis and have been treated for a virus pneu- 
monia. The fate of the patient with lung cancer de- 
pends to a considerable extent upon whether the first 
physician to see the patient thinks of cancer. An 
average of ten months elapse from the time the first 
symptoms appear until the lung cancer patient re- 
ceives competent treatment. About one-half of the 
time loss is caused by incorrect diagnosis by the first 
physician to see the patient. With adequate diagnostic 
inethods an accurate diagnosis could be made in about 
three-fourths of all lung cancers at the time they first 
consult their physician. 

What constitutes adequate diagnostic measures in 
establishing a diagnosis or ruling out a diagnosis of 
cancer of the lung? The following are essential before 
cancer of the lung can be established: 

Roentgenograms of the lungs, Postero-Anterior 
position, including inspiration and expiration 
films, and lateral oblique positions; 
Bronchogram; 

Bronchoscopy, including cytological study of 
bronchial washings or biopsy; 

Cytological study of productive sputum; 
Exploratory thorocotomy. 


CERTAIN CASES 


In certain cases any two of the above may be all 
that is necessary to establish a definite diagnosis, 
while in other instances all five of the above must be 
carried out before cancer can be excluded. 

When is a cancer “early”? During the past 10 
years a new approach to an old method has come 
into use. Departments of cytological pathology have 
been established in most of the medical schools and 
the surgical pathologist has altered his concepts so 
that invasion is no longer a criterion for a definite 
diagnosis of cancer. We know that cancer is not an 
explosive phenomenon and that there must be a pre- 
invasive phase. With the data from all of the various 
medical centers and clinics coming to a focus, we 
now realize that our concept of cancer must be 
changed. The studies of the cytology of body fluids 
has shown that there is, in many instances at least, 
a relatively long incipient phase in which cancer re- 
mains pre-invasive. At the present time the consensus 
seems to be that the cytological examination of body 
fluids will offer the best opportunity for a diagnosis 
of cancer in its “early” stages. 


PROFUSE PRAISE 


Both the medical and lay literature have been 
profuse in their praise for this diagnostic procedure, 
but at the present time the practical value of routine 
examinations of body fluids and exudates seems to 
be in doubt. However, all agree that the examination 
of certain fluids are of definite practical value, and 
most agree that the examination of vaginal fluids and 
sputum are both practical and essential in establishing 
the early diagnosis. Examination of other fluids and 
exudates offers less from a practical standpoint but 
may be of definite value in isolated or selected cases, 
and may become of more value as the technique is 
improved and cytologists become more proficient. 

In well controlled studies it has now been amply 
demonstrated that in approximately 75 per cent of 


M. D., El Paso 


patients with bronchogenic cancer, cancer cells can 
be demonstrated in the sputum. The number of false 
positive tests are proportionate to the experience and 
training of the cytologist. Many grievous errors have 
been made, but these are becoming fewer and fewer 
as the pathologist assumes the responsibility of estab- 
lishing the diagnosis from cell study alone, and learns 
the variations in cell changes that characterize true 
neoplasia. 


TUMOR ISOLATION 


The isolation of tumor cells from bronchial wash- 
ings or sputum requires no special or detailed tech- 
nique. Sputum or bronchial washings may be smeared 
directly onto the slide and fixed while wet with equal 
amounts of 95 per cent ethyl alcohol and ether, or 
the patient may expectorate directly into a container 
of ethyl alcohol and collect a 24 hour sample that 
may be either concentrated and stained or blocked 
and sectioned. 

In recapitulation it must be emphasized that all 
patients over 40 years of age who present themselves 
with initial symptoms of chest pain, cough, and ex- 
pectoration, must be suspected of having a primary 
cancer of the lung and the responsibility for an 
adequate diagnostic eens -up is that of the first physi- 
cian to see the patient. Three fourths of the patients 
that do have cancer of the lung can be diagnosed at 
the time of the first examination. The laboratory 
procedures at our command are relatively simple and 
examination of the sputum for tumor cells should be 
as routine as the examination for bacteria. 





OBSTETRICS 


Intravenous Alcohol During Labor 
Belinkoff, S. & Hall, O. W. Jr., Am. J. 
Obstet. & Gynec. 59:429, 1950 


While not an ideal agent for relief of pain during 
labor, intravenous alcohol is nevertheless useful in 
certain instances. Satisfactory analgesia, but not am- 
nesia, was produced in 80 per cent of obstetrical pa- 
tients given varying amounts of 5 per cent alcohol in 
normal saline or water* as an intravenous infusion. 
Intravenous alcohol should not be administered until 
the patient is in active labor and the cervix 3.5 to 4 
cm. dilated. 

* Solutions employed were supplied by Abbott Laboratories 


St. Luke’s Hosp. 





TYPHOID FEVER 


Typhoid Fever In An Infant Complicated By 
Typhoid Meningitis; Therapeutic Failure 
With Chloromycetin, But Response to 
Aureomycin 
Ripy, H. W., J. Pediat. 36:376, 1950 


The patient, a 13-month-old child, failed to respond 
to Chloromycetin therapy and subsequently developed 
typhoid meningitis. Prompt clinical and bacteriologic 
response followed administration of aureomycin. 


This report is of particular interest inasmuch as many investi- 
gators consider Chloromycetin the product of choice in manage- 
ment of typhoid fever.—Ed. 


Vanderbilt U. ‘ 
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NEW BLOOD BANK IN EL PASO 


The newest aid to medical service in El Paso and 
the surrounding area was inaugurated during the 
month of November, when the Rio Grande Blood 
Bank, 714 East Yandell Boulevard in El Paso, began 
operation to make available blood and plasma to 
doctors, hospitals, clinics and laboratories in the El 
Paso area. 

Culminating a year-long objective by Dr. Alvin 
L. Perry and his committee of El Paso County 
Medical Society physicians, (Doctors M. S. Hart, 
Robert J. Cardwell, James J. Gorman and Ralph H. 
Homan), the new bank is being opened under the 
sponsorship of the El Paso County Medical Society, 
through a cooperative arrangement with the Salt 
River Valley Blood Bank in Phoenix, which is oper- 
ated under the auspices of the Maricopa County Medi- 
cal Society and their committee 

The establishment of the Rio Grande Blood Bank 
in El Paso marks the beginning of a new era in the 
care and protection of doctors’ patients for an area 
extending from West Texas to Southern California. 

By reason of the bringing together in a cooper- 
ative endeavor blood services operated out of El Paso 
and Phoenix, the service of furnishing whole blood 
and plasma to hospitals and physicians is offered on 
a scale not possible before. This arrangement will 
guarantee blood and plasma transfusions to virtually 
a million people in an area of about 200,000 square 
miles, without regard to ability of those individuals 
to replace the blood used, or pay the low cost of 
the service. 

Territorially, this will be the largest joint doctors’ 
banking operation in the United States. 

These blood banks are sponsored by doctors in 
their respective communities. The El] Paso County 
Medical Society has named their blood banking com- 
mittee as the medical supervisory board of the newly 
formed bank. The Maricopa County Medical Society 
of Phoenix has a similar committee 

Administrative problems of the two 
coordinated by a non-profit organization, 
Blood Banks, Inc. 

Because of the similarities of the Southwestern 
states, the destinies of their youthful and fast-growing 
communities are comparable and their needs and 
problems are alike. In time of a disaster or emer- 
gency, the two blood banks can act and operate as 
a unit, meeting the needs of any locality in the South- 
west. 

The policies and procedures of the newly formed 
bank will generally follow those used in the Phoenix 
area, where they have been tested in six years of 
successful blood banking experience. 

The Salt River Valley Blood Bank was established 
in 1943, by a group of physicians, who had realized 
for many years that people who needed transfusions 
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must be served without conditioning such service upon 
the ability of any individual to bear his share of the 
cost or to replace the blood used. 

Accordingly, the bank was incorporated on a non- 
profit basis under the auspices of the Maricopa County 
Medical Society, for the benefit of all whom the bank 
could serve. 

The basic philosophy of the physicians who envi- 
sioned their blood bank was that the bank should be 
governed by the same admonition as the Hippocratic 
oath, which has guided physicians throughout the 
centuries. 

The County Medical Society in Phoenix does not 
underwrite the expense of the operation of the bank. 
So, that bank was established to be self-supporting, 
making a charge for its services based upon its cost 
of operation. 

At first, many many hours of volunteer services 
by doctors and the good people of the community 
went into the planning, establishment, and early oper- 
ation of the blood bank. 

As the bank was more able to meet the increasing 
demands made upon it, and to evolve sounder busi- 
ness and technical procedures of operation, the bank 
began to operate on a fully paid staff basis, spreading 
its 24-hour a day service to 80,000 square miles in 
Arizona, and more recently to areas of California on 
a routine basis. It has given emergency service to 
nearby states on many occasions. 

Beginning in 1943, with a charge which even today 
is virtually an average or standard charge for blood 
throughout the country ($32.50 a pint), the bank in 
the past six years has achieved for the individual 
patient a reduction of 40 per cent in the cost of 
transfusion service. 

The management of the bank believes that further 
substantial reductions in cost of blood to the patient 
are inevitable. 

It is intended that the bank’s services in El Paso 
will be extended both in El Paso and to surrounding 
areas, as needs arise. In order to achieve and bring 
to patients the desired economy of a modern transfu- 
sion service, it is necessary that the bank serve as 
wide an area as is feasible. It is hoped that the 
future will see the extension of this banking service 
to other fields, as has been done in Phoenix: namely, 
breast milk banking, possibly bone banking, with the 
possibility of storage and service of skin, cartilage, 
arteries and any other service of a similar nature that 
is needed and can be made available to this area. 

It is possible at a future date the two banks may 
be able to undertake more ambitious projects, with 
the processing and drying of plasma, or perhaps even 
the preparation of blood fractions. 

Such achievements are possible only 
scale operation. 


in a large 
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DISASTER PREPAREDNESS FOR ATOMIC WARFARE 


A post-graduate course consisting of eight hours 
of instruction in disaster preparedness for atomic war- 
fare will be conducted in El Paso on February 2. 

This post-graduate course is a regularly scheduled 

course of instruction sponsored by the Post-graduate 
Jivision of the University of Texas, Medical Branch. 
[he course is being brought to El Paso for the con- 
venience of physicians in the area. Certificates for 
ight hours of post-graduate study will be given to 
inyone desiring such a statement. 

It is probable that there will be an exhibit of instru- 
— used to detect atomic blasts and combat their 

ffects. 


SOUTHWEST TO ATTEND 


Physicians of New Mexico, Arizona and Northern 
fexico as well as West Texas are invited to attend. 
A registration fee of $5.00 will be charged. Physi- 
cians interested in attending are invited to notify Dr. 
i. Ivan Bruce, Jr., director, Post-graduate Division, 
University of "Texas, Medical Branch, Galveston, 
Texas. The tentative program is as follows: 


8:00 - 9:00 — Registration 
9:00 - 9:15 : 
Outline and Introduction....................... Dr. T. G. Blocker, Jr. 
9:15 - 9:45 
Organization for the Care of Victims 
of a Disaster & Atomic Warfare.............. Dr. R. M. Moore 
Alternates (Dr. C. D. Leake, 
Dr. J. Ewalt, Dr. C. T. Stone) 
9:45 - 10:15 
Pathology of Victims of an Atomic Blast......Dr. Paul Brindley 
Alternate (Dr. R. H. Rigdon) 


10:15 - 11:00 
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Medical Aspects of Irradiation........................ Dr. C. T. Stone 
Alternates (Dr. G. R. Herrmann, 
Dr. R. Gregory, Dr. W. L. Marr, 
Dr. W. C. Levin) 
11:00 - 11:45 
Extremity Injuries and Their Care........ Dr. G. W.N. Eggers 
Alternate (Dr. W. H. Ainsworth) 


LUNCHEON ADDRESS 
11:45 - 1:45 


Problems of the Profession with Regard 
to Medical Preparedness.................-.. Dr. William Gambrell 


Alternates (Dr. R. A. Trumbull, 
Tyler; Dr. A. T. Stewart, Lubbock; 
Dr. George Turner, El Paso) 
1:45 - 2:30 
ee Dr. R. M. Moore 
Alternates (Dr. E. J. Poth, 
Dr. A. O. Singleton, Dr. J. M. Thiel) 
2:30 - 3:15 
ce nee Dr. T. G. Blocker, Jr. 
Alternate (Dr. S. R. Lewis) 
3:15 - 4:00 
Care of Neurosurgical Injuries................ Dr. S. R. Snodgrass 
4:00 - 4:45 
Care of Thoracic Injuries..................-..-...-.- Dr. A. E. Harrison 
4:45 - 5:30 — Panel Discussion 


DINNER 


8:00 - 9:15 
Health and Emergency Medical Services.....Dr. Geo. W. Cox 
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SOUTHWESTERN MEDICINE 


JANUARY, 1951 





FOR OVER 18 YEARS— 


Successfully serving the medical profession in the tactful 
collection of their DELINQUENT ACCOUNTS 
RECEIVABLE. 


CREDITORS SERVICE BUREAU 


924 Mills Bldg. 
AND MEDICAL ARTS DIVISION 


El Paso, Texas 


Rodehaver - Miller- Morrison 
AMBULANCE SERVICE 
PHONE 5-2748 


2600 East Yandell Blvd. El Paso, Texas 








TAYLOR-SIMPKINS, INC. 


MEDICAL OXYGEN 


2123 Texas Street 3-0952 El Paso, Texas 
Nights — Call 5-0359, or Physicians’ Exchange 2-2474 


Season's Greetings 


FROM 


POPULAR DRY GOODS CO. 


EL PASO, TEXAS 








MAICO OF EL PASO 


* Hearing Aids * Audiometers * Stethetrone 
MRS. EDNA MILLS DISTRIBUTOR 
1001 MILLS BLDG. 3-5572 


BERT EXTER 
Strictly Ethical 
24-HOUR AMBULANCE SERVICE 
“CADILLAC” 


108 South Yale Street 3-4571 Albuquerque, N. M. 








YN ae N' 
nd + NA 
Ny AUDOGRAPH © 4 

+> aA 

Rapidly replacing the conventional practice of 
handwriting the facts of your practice is the Audo- 
graph Electric Soundwriter, small rugged, yet 
manufactured with the precision of a fine medical 
instrument — that records instantly everything you 
require for your records: Initial reports, diagnosis, 
progress reports, clinical and laboratory observa- 
tions and post-operative instructions. All you do, 
Doctor, is speak. It will even serve you in your 
car when you are out on patient calls. 


D. L. PILLOW CO. 


1021 East Missouri 
EI Paso 2-9332 


BAKER AUDOGRAPH 


208 South Broadway 
Albuquerque 3-0466 


Other branches in 


LUBBOCK MIDLAND AMARILLO 








Give Us A Trial On Your 


TAYLOR BACK BRACE 


Orders 


4 Send the following measurements: from 
level of shoulders to tip of sacrum; circum- 
ference of pelvis above trochanters; circum- 
ference of waist; height and weight. 


Christopher d 
Brace and Limb Co. 


815 N. Cedar at Five Points 


5-3841 EL PASO, TEXAS 








EL PASO, TEXAS 





GUNNING & CASTEEL DRUG STORES 


Complete Prescription Service in 8 Conveniently Located Stores 


YSLETA, TEXAS 
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